struction. Ureterocele is a rare condition, especially in males. In the past ten years there have been only 40 cases at Great Ormond Street and during a similar period 2 cases at University College Hospital (Sidaway 1962) .
A good intravenous pyelogram is by far the most important requirement for diagnosis. The IVP in this case (Fig 1) shows no function by the upper right kidney because its ureter is completely obstructed by its pinhole ureteric orifice; the upper left kidney is normal because the opening of the ureter that drains it is ectopic and therefore out of reach of the obstructing influence of the ureterocele. Both lower kidneys are partially obstructed by the ureterocele and the right one shows the characteristic 'drooping flower' appearance. The ureterocele itself shows as a large filling defect in the bladder surrounded by a completely undeserved halo.
A simple ureterocele unassociated with much back pressure may be slit open by endoscopic diathermy. If there is back pressure then the kidney will probably not be worth saving and destruction of the ureterocele may lead to reflux. In these cases uncapping of the ureterocele should be combined with nephro-ureterectomy. Similarly, heminephrectomy and ureterectomy with transvesical excision of the ureterocele is the best operation for ectopic ureteroceles as illustrated by 
Herpes Zoster
Presenting with Retention of Urine J Burke Mch FRCS H K, male, aged 60 History: Referred to hospital on 22.3.58 with shingles and retention of urine. The patient stated hehad developed a painfulrash on therightbuttock two weeks previously. For four to five days he had had increasing frequency, dysuria and difficulty in passing urine. There had been complete stoppage over the previous twenty-four hours. His bowels were usually regular, but he had suffered from severe constipation for five days. He had also noticed some numbness on the back of both thighs. On examination: Apyrexial. Typical herpes zoster rash on the posterior aspect of the right buttock, inner aspect of right thigh, lateral aspect of scrotum on right, corresponding with distribution of cutaneous segments, S.2, 3 and 4 (Fig 1) . Bladder enlarged, tense, tender, half-way to umbilicus.
Lax anal sphincter. Prostate small and not tender. The patient was catheterized. The urine contained numerous erythrocytes and leucocytes but was sterile on culture. Investigations: Cystoscopy (25.3.58): capacity 10 oz; slightlytrabeculated bladder; scatteredpatches of intense erythema, on right side of bladaer, involving fundus and trigone; well-marked lesion lateral to right ureteric orifice showed two small central sloughs; no lesion seen on left side of bladder. Sigmoidoscopy: normal mucosa to 25 cm. Intravenous pyelography (27.3.58): no abnormality. Progress: The patient was treated with an indwelling Foley catheter for two weeks. When the catheter was removed retention recurred, and it was necessary to replace a catheter for another week. On 2.4.58 he was seen by Dr R N Ironside, who noted on the right side slight impairment of sensation to cotton wool and pin prick over S.2, 3 and 4, slight diminution of the ankle-jerk and a flexor plantar response, but no motor weakness. He thought it likely that the retention was due to an associated herpetic myelitis and suggested lumbar puncture. Lumbar puncture (3.4.58) showed: pressure 110 mm; Queckenstedt: normal quick rise to 150 mm and slow fall to 120 mm; crystal clear fluid; protein 40 mg/100 ml; globulin, no increase; chlorides 660 mg/ 100 ml; red blood cells 15, lymphocytes 10 per c.mm.
On 6.4.58 the herpetic rash was still painful and constipation remained troublesome, but on 12.4.58, the rash was noted to be fading. Repeat cystoscopy on 25.4.58 (capacity 10 oz) showed a resolving generalized cystitis without vesicles. The bladder neck was open and the verumontanum visible. The catheter was removed and from then on the patient passed urine satisfactorily. He was discharged from hospital on 25.4.58. Post-herpetic neuralgia remained for some time and he was found to have developed a B. proteus urinary infection.
He was readmitted on 22.6.58 because X-ray showed a vesical calculus. Cystoscopy showed a generalized cystitis, and a phosphatic stone which was removed by litholopaxy. The urinary infection subsequently responded to chloramphenicol and he has had very little difficulty with micturition since.
Discussion
Herpes zoster is due to a virus infection involving the sensory neurone and the corresponding area of skin. The posterior root ganglia are the most common sites of the lesion, but the posterior horn of the grey matter of the spinal cord, the posterior root and peripheral nerves may also be involved. Muscle wasting is probably due to extension of the infection to the anterior horn of grey matter. The sacral neurones are not commonly affected and involvement of the bladder is rare. Gibbon (1956) found reports of 13 cases of sacral herpes zoster complicated by bladder symptoms and added one case of his own. Six patients who had retention of urine were subjected to cystoscopy. All 6 had unilateral cystitis. There was no cutaneous rash in 2 patients. In 3 patients, severe constipation accompanied the retention. There is no mention of sigmoidoscopy. There appears to be an inverse relationship between the severity of the cystitis and the incidence of urinary retention. The retention is transient and, presumably, of neurological origin. REFERENCE Gibbon N (1956) Brit. J. Urol. 28,417 Recurrent Widespread Erythema Nodosum J H Burkinshaw MRCP P S, female, aged 10 This girl between the ages of 6 and 10 years suffered three episodes of unusually severe and widespread erythema nodosum. Each episode responded to treatment with corticosteroids; the first and third were preceded by inoculations against poliomyelitis.
History: First admitted April 1958, at the age of 6. Four months previously she had received the first inoculation against poliomyelitis and two weeks later the first skin lesion appeared on her forearm. Further lesions appeared on her legs and face, she felt ill, lost her appetite, and two weeks before admission became feverish. She had not been given sulphonamides. The past and family history were not relevant.
On examination: Remittent fever (99-104°F). Numerous typical lesions of erythema nodosum on legs and arms. The lesions appeared in crops after admission and the malaise waxed and waned as the crops appeared and disappeared. Cervical and axillary lymph nodes were enlarged and the spleen was just palpable. The elbow and left knee joints became stiff and painful; the skin became slightly bronzed.
Investigations: WBC 15,000-23,000 (84% polymorphs). ESR (corrected) 40 mm in 1 h or more (Westergren). Mantoux 1/1000 negative. Throat swab: no pathogens. Serum proteins: total 7 9 g/100 ml (A:G ratio 1-3 :1). Paul-Bunnell test negative. Anti-streptolysin titre: 1,000 units. No LE cells seen ( x 2). Bone marrow normal. Blood culture negative ( x 2). Chest X-ray normal ( x 2).
Skin biopsy: Polymorph infiltration of the fat without much disturbance of the fat cells. The dermis is infiltrated to a lesser extent, the infiltrate is not always periadnexal. One subcutaneous vessel shows an allergic vasculitis. The picture confirms the clinical diagnosis of erythema nodosum or nodular vasculitis (Dr Geoffrey Allen). Progress and treatment: No response to penicillin, tetracycline or salicylates over fourteen days. Rapid disappearance of all signs and symptoms after starting prednisolone 10 mg t.d.s. The dose was reduced and a few more skin lesions appeared during the first few weeks. Within four months all treatment had been withdrawn and she remained well until January 1959 when symptoms recurred with widespread skin lesions, swelling of the face, polyarthralgia and fever. On readmission (9.2.59): A systolic murmur was now present at the apex in addition to the other features. ECG was normal. Other investigations gave similar findings to those performed previously except that the anti-streptolysin titre was lower at 160 units.
Prednisolone 30 mg daily again controlled the symptoms but there was relapse as soon as the dose was reduced. Severe abdominal pain, for which no cause was found, developed at one stage. On the recommendation of Professor E G L Bywaters she was given dexamethasone 6 mg daily (equivalent to 500 mg cortisone) and she made a
